Background: Interactions between nutrition and infections in developing countries are complex, and analyses of the
Introduction
The importance of interactions between infections and individualsÕ nutritional status has long been recognized, especially for developing countries (1) (2) (3) (4) (5) (6) . Inadequate protein and micronutrient intakes lower the capacity of the body to fight infections, which, in turn, adversely affects nutritional status by prolonging sickness spells. Moreover, absorption rates for nutrients such as iron and calcium are often low due to excessive phytate intake from grains (7, 8) . In addition, food contamination due to poor hygiene exacerbates nutrient loss (9) . It is therefore important to analyze the factors underlying childrenÕs physical growth and morbidity that ultimately determine their adult physical work capacity (10) and labor productivity (11) .
For the design of efficacious food policies, it is important to adopt multidisciplinary approaches that incorporate interactions between nutritional status and infections. For example, weaning programs for breastfed infants may not be effective if they inadvertently increase morbidity levels because the mothers failed to maintain hygiene in preparing the supplements (12) . Moreover, it is important for food policies to match childrenÕs nutritional requirements with their intakes at various ages. This is an intricate task because childrenÕs requirements depend on their ages and growth pattern history (13, 14) . It is therefore important to adopt a long-term framework for analyzing the effects of childrenÕs nutritional intakes and morbidity on their physical development.
Furthermore, there has been emphasis in the literature on early nutritional interventions, especially during the first 2 y of life (15) . Although such interventions may be necessary for undernourished children growing up in poverty, it is important to adopt a broader perspective on ''critical windows'' that may be available for catchup growth (16) . Thus, for example, heights in the Netherlands surpassed all countries after the Second World War presumably due to the school milk programs, which rewarded children for daily drinking up to 5 glasses of milk to become ''M-brigadiers'' (17) . The programs were gradually discontinued in the 1980s, and some reversion to the mean in Dutch heights is apparent (18) . Because childrenÕs requirements for protein and micronutrients such as calcium and iron are also high during adolescence (3) , an exclusive focus on early interventions can lead to a misallocation of scarce resources.
For the analyses of longitudinal data on children that span several years, it is important to tackle 2 sets of issues. First, growth spurts, especially around puberty, are affected by the secretion of hormones that depend on childrenÕs nutritional status, including dietary intakes such as that of protein (19, 20) . Moreover, there is considerable variation in growth spurts during adolescence and in the dynamics of body composition, such as leg growth, which peaks a few months earlier than trunk growth (14) . Thus, in addition to factors such as length and weight at birth, it is useful to account for childrenÕs dietary intakes during adolescence in models for their completed heights.
Second, inferences from data analyses critically depend on the models postulated for the interrelations between childrenÕs diets, morbidity, and growth. Previous research has computed simple correlations or associations between childrenÕs length and weight at birth and completed heights by using data from several countries (21) . Such formulations largely ignore the nutritional factors affecting child growth during the in-between years; the estimated coefficients are likely to be ''upward biased'' due to the omission of positively correlated explanatory variables.
This article analyzed the data from 21 survey rounds of the Cebu Longitudinal Health and Nutrition Survey conducted from 1983 to 2005 involving >3000 Filipino children from birth to adulthood (22) . First, models were estimated for childrenÕs lengths and weights at birth that were explained by socioeconomic variables and mothersÕ nutritional status. Second, children heights and weights were modeled in the period 2-24 mo of age by estimating dynamic random-effects models (23) and the effects of nutrient intakes were investigated; protein intakes are important for growth, especially where the diets are lacking in animal products (2) , and calcium intakes are essential for bone growth (24) . ChildrenÕs morbidity levels in the previous 24 h and 7 d and diarrheal morbidity were modeled by using indexes that reflected the intensity and duration of sicknesses (25, 26) ; b-carotene intakes were included as explanatory variables (4, 27) . Third, random-effects models were estimated by using data at ages 8, 10, 15, and 19 y on childrenÕs heights and weights. Fourth, childrenÕs heights when they turned 22 y were explained by using early anthropometric measurements and protein and calcium intakes during the ages of 2-24 mo and from 10-19 y.
Methods
The Cebu Longitudinal Health and Nutrition Survey was conducted in metropolitan Cebu, the Philippines, from 1983 to 2005 (22) ; data on maternal and infant health indicators and sociodemographic variables are available from 21 survey rounds. At baseline, a clustering-sampling procedure was used to randomly select 17 urban and 16 rural ''barangays'' representing ;28,000 households. Pregnant women giving birth between May 1983 and April 1984 were invited to enroll in the study, and the refusal rate was 4%. The 3080 women in the sample with single births were interviewed during pregnancy, at birth, and then bimonthly from ages 2 to 24 mo (i.e., there were 13 observations on infants in the initial surveys). Subsequently, mothers and children were interviewed in follow-up surveys in 1991, 1994, 1998, 2002, and 2005 when the children were 8, 10, 15, 19, and 22 y old, respectively.
The first survey round conducted during pregnancy measured mothersÕ heights and weights around the 30th week of gestation. MothersÕ food intakes were measured by using the 24-h recall method and were converted into energy and nutrient intakes with the use of tables for the Philippines (28) . MothersÕ food intakes were again measured when the infants were born and when they were ;6 and 12 mo old. ChildrenÕs intakes from weaning were assessed by using 24-h recalls from ages 4 to 24 mo. Infants were weighed at birth by using Salter dialfaced scales, and birth length was measured with the use of locally made boards. Infant lengths and weights and mothersÕ weights were subsequently measured at 2-mo intervals in 12 time periods.
Demographic and socioeconomic variables were compiled for the households. For example, the childÕs gender and birth order and the number of persons in the household were recorded. The highest grade completed by the mother was also recorded. The socioeconomic status of the household was assessed via several questions during the first 2 y. Because of missing observations on some items, a socioeconomic status index was constructed on the basis of 7 items: whether the family owned the house and/or owned the land, types of vehicles owned, number of appliances owned, number of rooms, number of furniture items owned, and if the family owned other houses.
Furthermore, information was compiled on mother and infant morbidities and immunizations in the surveys when children were between 2 and 24 mo old. For mothers, the morbidity index was based on 6 items for the past 24 h-namely, if mothers had been ill or had diarrhea, cold or congestion, cough, fever, and other illnesses; this index ranged from 0 to 6. For children, morbidity index 1 covered 6 symptoms in the past 24 h: cough, fever, nasal discharge, ear discharge, sore throat, and other illnesses. ChildrenÕs morbidity index 2 covered the past week and inquired about 7 items: cough, nasal congestion, ear discharge, fever, number of days of diarrhea, other illnesses, and measles; this index ranged from 0 to 13. The childrenÕs diarrhea index was based on the number of days the child had diarrhea and was doubled if there was blood in the stool; this index ranged from 0 to 24. Last, childrenÕs immunizations against diphtheria, pertussis, and tetanus, tuberculosis, measles, polio, cholera, and other illnesses were recorded at different time points. The total number of vaccinations received before the age of 2 y was used as an index for immunizations.
Finally, follow-up surveys were conducted when children were 8, 10, 15, 19, and 22 y old. MothersÕ and childrenÕs heights and weights were measured in the survey rounds. ChildrenÕs food intakes were measured at ages 10, 15, and 19 y by using 24-h recalls and were converted into energy and nutrient intakes. ChildrenÕs total morbidities and number of immunizations they received during the ages of 2-24 mo were included in the longitudinal database for analyzing growth patterns when the children were 8-19 y old.
Empirical models. The availability of longitudinal data from Cebu enabled 4 sets of interdependent analyses. First, the cross-sectional model for childrenÕs birth length (and weight) is given in Equation 1: The model in Equation 1 postulates nonlinearities between childÕs birth order and number of persons in the household and the natural logarithm of length (or weight) at birth. Moreover, mothersÕ heights and weights are likely to be positively associated with birth size, so that it would be inappropriate to combine them as the BMI in this model (26, 29, 30) . In addition, mothersÕ energy and nutrient intakes are important for intrauterine development (31) . The correlation between mothersÕ highest grade and socioeconomic index was 0.41, and it did not present any difficulties for the estimation of model parameters.
Second, the dynamic random-effects model for childrenÕs heights with the use of bimonthly observations in the period from 2 to 24 mo is given in Equation 2: u 1i t represents random-error terms that can be decomposed in a randomeffects fashion as follows:
where d i represents child-specific random effects that were assumed to be distributed with zero mean and constant variance, and v 1it were distributed with zero mean and constant variance (32) . The estimation techniques treated previous observations on childrenÕs heights as ''endogenous'' variables, i.e., correlated with the errors u 1it (23) (see below). The dynamic model in Equation 2 contained previous measurement on height as an explanatory variable, thereby enabling a distinction between short-and long-run effects of explanatory variables. Moreover, previous levels of morbidities and protein and calcium intakes were postulated to affect current heights. Because the data were available at 2-mo intervals, the model in Equation 2 expressed nutrient intakes as ratios to energy intakes (33, 34) . Such ratios reflect diet quality and obviate the need for separately including childrenÕs energy intakes, which are influenced by anthropometric measures and energy expenditures (33) . It was appropriate to combine mothersÕ heights and weights as the BMI with the use of a statistical test (26) .
The models for childrenÕs weights and morbidity levels during the ages of 2-24 mo were similar to the model in Equation 2, although there were some differences. For example, current morbidity levels were introduced as explanatory variables in the model for weight. This can induce correlations between the errors affecting the model for weight and morbidity levels and is discussed below. The models for childrenÕs morbidity levels included explanatory variables such as householdÕs access to piped water and flush toilets, hygiene condition, and childrenÕs intakes of b-carotene expressed as ratios to energy intakes. Third, the dynamic random-effects model for childrenÕs heights (and weights) with the use of data at ages 8, 10, 15, and 19 y is given in Equation 4: Because the observations were available at unequally spaced intervals, static versions of the models (35) that excluded previous heights were also estimated for assessing the robustness of the estimated parameters.
The index for childrenÕs total morbidity levels summed up all morbidities during the 2-to 24-mo period and was included as an explanatory variable in the models. In addition, data on dietary intakes were compiled at 3 time points, and protein and calcium intakes were averaged to produce figures for 10-19 y; averaging was helpful in reducing the impact of within-child variations in intakes (36) . In alternative versions of the model, 2 indicator variables for time periods were included as explanatory variables to account for the trends underlying the dietary intakes. Dynamic and static random-effects models were also estimated for childrenÕs weights. Last, 4 specifications were estimated for investigating the effects of childrenÕs heights at age 2 y on their completed heights.
Statistical methods and test statistics. The statistical estimation theory assumed that the number of children (N) was large but the number of time periods (T) was small. Thus, previous observations on dependent variables, such as childrenÕs heights and weights, were treated as correlated with the errors (''endogenous'') (23) . Realizations of certain time-varying explanatory variables in different survey rounds were assumed to be uncorrelated with the errors (''exogenous''). The errors (u 1it ) were assumed to be independent across children but correlated over time with a positive definite variance-covariance matrix. A numerical optimization routine (E04 JBF) (37) was used in a FORTRAN program to compute the maximum likelihood estimates. Asymptotic SEs of the parameters were computed by numerically approximating second derivatives of the maximized log-likelihood functions. For static models, stepwise procedures were used to compute the efficient instrumental variable estimates (35) . Furthermore, certain explanatory variables in the models in Equations 2 and 4 were likely to be correlated with the errors, especially the random effects (d i ). In the model estimated for childrenÕs weights during ages 2-24 mo, for example, morbidity levels could be correlated with child-specific random effects. Maximum likelihood methods were used to consistently estimate the model variables and to test the ''exogeneity'' null hypothesis for childrenÕs morbidity levels.
Last, in the model explaining childrenÕs completed heights at age 22 y, previous height at age 2 y was likely to be correlated with the error terms. Specification 1 postulated cross-sectional type regressions that treated childrenÕs heights at age 2 y as uncorrelated with error terms. In specification 2, childrenÕs height at age 2 y was treated as correlated with the error terms in instrumental variable estimation. Specification 3 estimated a dynamic random-effects model by using the data for 2 time periods and treating height at age 2 y as an exogenous variable. In specification 4, childrenÕs height at age 2 y was treated as an endogenous variable in the maximum likelihood estimation.
Results Table 1 reports sample means and SDs of salient variables used in the analyses. The sample consisted of a similar proportion of boys and girls. Mean child birth order was ;3 and number of persons in the household was 5.6. Maternal highest grade was a mean of 7.6 and socioeconomic index was 7.25; this index ranged from 1 to 26. MothersÕ mean height was 150.8 cm and weight when the child was 1 y was 46.1 kg; the corresponding mean BMI (in kg/m 2 ) was 20.4. The mean morbidity index for mothers was 0.58. The mean energy intake was 3144 kcal/d during the pregnancy and declined to 2333 kcal/d when the child was 1 y.
Mean morbidity indexes 1 and 2, corresponding to the previous 24 h and 7 d when the children were 1 y, were 0.91 and 1.03, respectively; the respective values at age 2 y were 0.79 and 0.95, which represented a slight decline. The mean number of child immunizations was 1.38; 63% of the children did not receive any immunizations. ChildrenÕs heights and weights showed steady increases. ChildrenÕs energy, protein, calcium, and b-carotene intakes increased over time. For example, mean protein and calcium intakes at age 19 y were 70.9 g/d and 520 mg/d, respectively.
Results for infant lengths and weights at birth. Table 2 presents the results for natural logarithms of lengths and weights of infants at birth with the use of 2 specifications. The model was first estimated by using ordinary least squares; ''barangay''-level random effects were included in the second specification and the variables were estimated by maximum likelihood (38, 39) . The results from the 2 models were very close, although a statistical test indicated that the variance of random effects was statistically greater than zero. The main findings from these models were, first, that childrenÕs birth order and number of persons in the household were associated in a nonlinear fashion with their lengths and weights at birth. The estimated coefficients showed that infant lengths and weights significantly (P < 0.05) increased with birth order, although at a declining rate; lengths and 
1 Values are means 6 SDs, n = 3080 children. 2 Morbidity index 1 covered the past 24 h, whereas morbidity index 2 covered the past 7 d. 3 Total number of vaccinations received by the age 2 y. weights declined with respect to household size at an increasing rate. Girls were shorter and lighter than boys at birth. Second, the coefficients of mothersÕ highest grade and socioeconomic index were positive and significant. This was also true for mothersÕ heights and weights. The ''elasticity'' of infant length with respect to mothersÕ height (percentage change in infant length resulting from a 1% change in mothersÕ height) was 0.13; the elasticity with respect to mothersÕ weight was 0.05. The elasticities of infant birth weight with respect to mothersÕ heights and weights were 0.30 and 0.25, respectively. Third, mothersÕ energy intakes were significantly associated with infant lengths; the coefficients were positive but not significant in the model for weight.
Results for childrenÕs heights, weights, and morbidity indexes during ages 2-24 mo. Table 3 presents the results from dynamic random-effects models for childrenÕs heights and weights estimated by using data at bimonthly intervals; results for childrenÕs morbidity indexes are shown in Table 4 . In the model for childrenÕs heights, socioeconomic index and mothersÕ highest grade were positively and significantly associated, whereas birth order and number of persons in the household were negatively associated. MothersÕ BMI and energy intakes were positively and significantly associated with childrenÕs heights. By contrast, mothersÕ morbidity index was negatively associated with childrenÕs heights.
The number of childrenÕs immunizations was positively and significantly associated with height, although the coefficients were small. Moreover, coefficients of childrenÕs morbidity indexes 1 and 2 in the previous time period were negative and significant and were very close in magnitudes. Thus, the 2 morbidity indexes were combined partly to reduce the number of variables in the model. The coefficient of the diarrhea index in the previous time period was also negative and significant. Although childrenÕs intake of protein expressed as a ratio to energy intake was not significantly associated, the coefficient of calcium intake was positive and significantly associated with childrenÕs heights. The coefficient of the lagged dependent variable was 0.88, implying large long-run effects of explanatory variables on childrenÕs heights. For example, whereas the shortrun elasticity of childrenÕs heights with respect to the calcium to energy intake ratio was 0.001, the long-run elasticity was ;0.01.
The results for childrenÕs weights in Table 3 are presented for 2 specifications-namely, where childrenÕs height was excluded from the model and where height was an explanatory variable (40) . In both models, socioeconomic index and mothersÕ highest grade, BMI, and energy intakes were positively and significantly associated with weights. By contrast, birth order and number of persons in the household were negatively associated. Moreover, childrenÕs number of immunizations and protein to energy intake ratio were positively and significantly associated with weights. ChildrenÕs combined morbidity index and the diarrhea index were estimated with negative coefficients that were significant. Moreover, there was evidence of correlations between child-specific random effects (d i ) and morbidity indexes and childrenÕs heights. The likelihood ratio statistics for exogeneity hypotheses in the 2 models for weights were 53.8 and 485.2, respectively; these statistics were distributed in large samples as chi-square variables with 33 and 44 df and rejected the null hypotheses.
The results for childrenÕs morbidity indexes in Table 4 were similar across the models and underscored the importance of socioeconomic, environmental, and dietary variables. Girls were less often sick than boys; socioeconomic index was negatively and significantly associated with the first 2 morbidity indexes 1 Values are regression coefficients 6 SEs, n = 2076 children repeatedly observed in 11 periods. *P , 0.05. 2 First model for weight did not include childrenÕs height. 3 ChildrenÕs lagged morbidity and nutrient intakes were included in the model for height; current morbidity and intakes were included in the model for weight. 4 Test if childrenÕs morbidity and diarrhea indexes were correlated with random effects.
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by guest on October 14, 2017 jn.nutrition.org but was not significant in the model for diarrhea index. Whereas mothersÕ highest grade was significantly negatively associated, mothersÕ morbidity index was positively associated with all 3 indexes. Moreover, greater hygiene in the house was associated with lower child morbidity levels. This was also true for number of immunizations that the children received and for the ratio of b-carotene to energy intakes. Finally, the lagged dependent variables were estimated with small coefficients of 0.05 and 0.04 in the models for morbidity indexes 1 and 2, respectively, and were significant. The coefficient of the lagged dependent variable in the model for diarrhea index was larger (0.58), indicating longer persistence in the effects of explanatory variables on diarrhea index. Coefficients of previous heights were negative, indicating that taller children were sick less often and with lower intensity. The exogeneity hypothesis for previous heights could not be rejected in the models for morbidity indexes 1 and 2; the exogeneity hypothesis was rejected in the model for diarrhea index.
Results for childrenÕs heights and weights during ages 8-19 y. Table 5 reports the estimates from dynamic and static random-effects models for childrenÕs heights and weights with the use of data at 8, 10, 15, and 19 y. First, the coefficient of the socioeconomic index was significant only in the dynamic model for childrenÕs heights; this coefficient was positive but was not significant in the static version of the model. The coefficient of mothersÕ highest grade was significant in all models except the dynamic model for weights.
Second, the coefficient of mothersÕ height was estimated to be large and significant in the models for childrenÕs heights and weights. Whereas the short-run elasticity of childrenÕs heights with respect to mothersÕ heights was 0.30 in the dynamic model, the long-run elasticity was 0.76, which was larger than the corresponding estimate, 0.35, from the static model. In contrast, the estimated long-run elasticity of childrenÕs weights with respect to mothersÕ heights was 0.47, which was very close to the corresponding estimate from the static model.
Third, the number of immunizations received by children during the ages of 2-24 mo was significantly associated with height. Moreover, childrenÕs morbidity levels during the ages of 2-24 mo were negatively associated with height and weight in later years; the coefficients were significant in the static versions of the models. Last, coefficients of childrenÕs average intakes of protein and calcium during the ages of 10-19 y were significant in the model for height; coefficients of protein intakes were positive and significant in the model for weight. Coefficients of lagged dependent variables were lower in Table 5 than those in  Table 3 because the models were estimated by using observations separated by several years.
Results from models for childrenÕs heights at 22 y explained by current and early variables. Table 6 reports the results from 4 specifications for childrenÕs completed heights at 22 y with the use of data on heights at age 2 y. The results from specification 1 showed that the coefficients of mothersÕ height and childrenÕs calcium intakes in adolescence were positive and significantly associated with completed heights at age 22 y. However, the coefficient of calcium intakes at 2 y was estimated with an unexpected minus sign, which was significant. The coefficient of height at age 2 y was 0.43, which was large and significant. In specification 2, estimated by using instrumental variables, this coefficient decreased to 0.14 and was no longer significant. The instrumental variables used for heights at age 2 y were mothersÕ highest grade and weight. A test for exogeneity (41) showed that there was likely to be a correlation between errors affecting this model and childrenÕs heights at age 2 y. In specification 3, the dynamic model was estimated by using data at ages 2 and 22 y and by treating height at 2 y as an exogenous variable. However, coefficients of childrenÕs protein and calcium intakes were not statistically different from zero. In specification 4, which treated previous height as an endogenous variable, the estimated coefficients of protein and calcium intakes were 0.006 and 0.003, respectively, and were significant. The likelihood ratio test statistic for the exogeneity hypothesis for heights at 2 y was 13.6 and indicated that child-specific random effects were correlated with previous heights. Moreover, the coefficient of childrenÕs heights at 2 y decreased to 0.025 when height was treated as an endogenous variable and remained significant.
Discussion
This article presented 4 sets of comprehensive analyses for growth and morbidity patterns of children in Cebu, Philippines, and tackled the conceptual and methodologic aspects. First, the results for infant lengths and weights at birth underscored the importance of mothersÕ nutritional status reflected in height, weight, and energy intakes. Moreover, in alternative models for Values are regression coefficients 6 SEs, n = 1692 children repeatedly observed in 2 time periods. *P , 0.05. 2 ChildrenÕs height at age 2 y was treated as an exogenous variable and the model was estimated by ordinary least squares. 3 ChildrenÕs height at age 2 y was treated as an endogenous variable with mothersÕ highest grade and weight used as instrumental variables. 4 ChildrenÕs height at age 2 y was treated as an exogenous variable and the model was estimated by maximum likelihood. 5 ChildrenÕs height at age 2 y treated as an endogenous variable and the model was estimated by maximum likelihood. 6 Nutrient intakes at ages 10, 15, and 19 y were averaged. infant birth lengths and weights, mothersÕ energy intakes from fat were estimated with coefficients 0.004 and 0.007, respectively; the coefficient was significant in the model for length. It is often difficult to assess the effects of mothersÕ diet quality on birth outcomes, partly because limited information is available on dietary intakes during pregnancy trimesters (31) . Future research compiling data on mothersÕ food intakes during pregnancy at regular intervals could shed light on these issues. Second, the analyses of childrenÕs growth and morbidity patterns during the ages of 2-24 mo provided several insights. Although it is recognized that catch-up growth in developing countries critically depends on morbidity levels (42), children are often sick with multiple illnesses, which exacerbate nutrient loss and are difficult to account for in empirical models. It was therefore important to construct 3 indexes of child morbidity covering the duration and intensity. The results showed that the morbidity indexes were negatively and significantly associated with childrenÕs heights and weights. Thus, greater resources are necessary for improving hygiene in the households, which was associated with lower child morbidity levels; this will, in turn, enhance physical growth. Furthermore, childrenÕs intakes of calcium, protein, and b-carotene were significantly associated with height, weight, and morbidity indexes, respectively. Thus, nutritional interventions to increase the intakes of animal products and fruit and vegetables are likely to synergistically enhance child growth, especially when the factors underlying sicknesses are simultaneously tackled (1) .
Third, the data on childrenÕs dietary intakes and anthropometric measures at ages 8, 10, 15, and 19 y were useful for analyzing the dynamics of growth in adolescence. ChildrenÕs protein and calcium intakes were significantly associated with height; protein intakes were significantly associated with weight. This evidence is helpful for reconciling contrasting views on the extent of catch-up growth in developing countries. For example, using logistic models but not controlling for between-children differences, previous researchers (43) reported catch-up growth among Cebu children ages 2-9 y. More recently, these researchers (44) questioned the efficacy of interventions for children ''after 1000 days.'' The present analyses of Cebu data spanning several years underscored the importance of nutritional intakes during early childhood as well as in adolescence. Longitudinal studies covering several years can provide insights that are as informative as the evidence from randomized controlled trials, which typically cover shorter periods and may revisit children after long intervals (45) . This is partly because, in the broader anthropologic context, nutritional interventions can improve childrenÕs ''mixed'' diets and nutrient absorption rates to a limited extent.
Finally, for comparisons with the previous literature, models were estimated for childrenÕs completed heights at age 22 y by using explanatory variables from when the children were 2 y old. Previous estimation methods were inadequate for tackling the dynamics of child growth and the correlations between previous heights and the error terms affecting current heights. The seemingly large magnitudes of the estimated coefficient of height at 2 y should not be interpreted as reflecting inflexibility in childrenÕs growth patterns. In fact, treating the heights at 2 y as correlated with the error terms led to smaller estimated coefficients and significant coefficients of protein and calcium intakes. Thus, depending on the prevalence of stunting, morbidity environments, and policy goals, nutritional interventions can supply the deficient nutrients over a longer time frame than just in the first 2 y. Food policy interventions typically improve the quality of mixed diets of older children, thereby facilitating linear growth, which, in turn, determines their adult physical work capacity and labor productivity.
